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HEAD AND NECK. 

I. The Symptoms and Treatment of Septic Infection 
of the Lateral Sinus. ByW. Arhuthnot Lane, M.S. (London). 
The author, from a study of ten cases, arrives at the following con¬ 
clusions : 

(1) That septic infection of the lateral sinus is always due 
to the extension of an inflammatory process from an abscess between 
the bone and dura mater, through the wall of the sinus. Therefore, 
the symptoms which result from the infection of the blood in the 
sinus are preceded by, and are associated with, those due to the pre¬ 
sence of a subdural abscess, or rather, to speak more accurately, an 
extradural abscess. 

(2) The symptoms which a subdural abscess presents are depen¬ 
dent almost entirely on the fact of the dura mater being involved, 
and the chief indication of this condition is deep-seated pain and 
headache, radiating from the seat of inflammation. Therefore, it is 
impossible to determine in many cases whether one has to deal with 
a patch of inflamed dura mater, without the existence of an abscess, 
the inflammatory process having extended from the antrum to the 
dura mater in its immediate vicinity, or with a case in which the 
inflammation has been more intense, and pus has already formed. 
In either case the patient derives immediate relief from operative 
interference, and though in the former case the degree of inflamma¬ 
tion in the dura mater may not be sufficiently intense to result in the 
formation of pus, yet one has no guarantee that it will not develop, 
and then, if not removed, it will very probably terminate the patient's 
life. 

(3) A subdural abscess may cause death by producing a suppcra- 
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tive arachnitis, or, by infecting the contents of the lateral sinus, it 
may produce death by pyaemia. The abscess may, however, discharge 
itself through the antrum, middle ear, and meatus, or through the 
cells, or through the mastoid bone by absorption of the superjacent 
bone, or through the opening for the mastoid vein. Still, this course 
should not be counted upon, and, even if it does take place, it is 
most advisable to perform antrectomy. 

(4) In a large subdural abscess, besides the presence of the deep- 
seated pain and radiating unilateral headache, you may have a vary¬ 
ing degree of inflammation of the arachnoid cavity, producing 
symptoms of arachnitis. These vary considerably in severity, prob¬ 
ably in a direct relation to the area and intensity of the inflamma¬ 
tion, and are represented by headache in the lower and back part of 
the head, retraction of head, etc. When the dura mater is much 
inflamed optic neuritis is usually present. The amount of deep pain 
and headache present in inflammation of the dura mater seems to 
bear a direct relation to the degree of the inflammation and the 
extent of the area of this membrane involved. 

(5) Whether, in the case of a subdural abscess, the mastoid pro¬ 
cess be tender or painful on pressure depends entirely on its structure. 
If there be no mastoid cells, as is frequently the case, the mastoid 
process may be pressed on or manipulated forcibly without the 
patient experiencing any discomfort. Even when this symptom is 
absent, if the mastoid process be struck smartly with a pleximeter, 
deep-seated pain and tenderness is at once experienced. 

(6) Whether a subdural abscess produces an infection of the 
contents of the lateral sinus or not depends to a great extent on the 
situation of the abscess. For instance, such an abscess in the poste¬ 
rior fossa may not overlie the sinus at all, or, on the other hand, its 
area may be very limited, so that its floor may be formed entirely by 
the outer wall of the sinus. A subdural abscess usually develops in a 
case of chronic purulent otitis, and complicates one of the many 
attacks of pain, etc., these patients suffer from. Rarely, however, 
it follows immediately upon a first attack of inflammation of the mid¬ 
dle ear. 
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(7) The symptoms of septic infection of the lateral sinus develop 
upon, and are superadded to, those of subdural abscess. They con¬ 
sist solely of irregular, rapid fluctuations of temperature, very often 
amounting to a well-marked rigor, but not necessarily so. Of course, 
at a later period, other symptoms, due to the formation of secondary 
foci, etc., arise ; but before these appear, apart from these lluctations 
in the temperature, there is no other symptom that I am aware of. 

(8) For the development of secondary foci elsewhere, it does 
not seem necessary that throughout the whole course of the case there 
should be any naked-eye evidence of thrombosis. Inflammation of 
the wall of the sinus, intense enough to cause only an opacity of the 
intima, may be sufficient to produce, and can continue to produce, 
secondary foci, even after the subdural abscess, which originally 
determined the inflammation of the wall of the vein, has been 
thoroughly cleared out. 

(9) Unfortunately, too often septic thrombosis of the lateral 
sinus escapes notice till too late; for, as in the more simple antece¬ 
dent condition—subdural abscess—the surgeon frequently expects to 
find tenderness or swelling of the mastoid process, pain on percussion. 

|lain or swelling in the position of the internal jugular vein, etc., 
none of which are necessary symptoms of this condition. It would 
seem usual that the less extensive the thrombus that develops, the 
more virulent are the clinical symptoms of septic infection, the throm¬ 
bosis being apparently an effort on the part of the organism to lock 
up the intruding micro-organisms and destroy them. It occasionally 
happens that when there is obvious thrombosis of the lateral sinus, 
and clinical evidence of it as evidenced by the temperature, such 
thrombosis will cease to produce symptoms when the subdural abscess 
has been thoroughly evacuated by surgical interference, or spontane¬ 
ously. In septic infection of the sinus, apparently without throm¬ 
bosis, ligature of the internal jugular vein, after the subdural abscess 
has been evacuated, may stop the rigors only after the sinus has 
become thrombosed, but not till then. 

(10) Again, ligature of the vein and sinus in a case of septic 
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infection, apparently without thrombosis, may not stop the progress 
of secondary foci, even though coagulation takes place in the sinus, 
owing to the extension of the septic process along the petrosal sinuses 
to the cavernous sinus. 

(n) When extensive thrombosis exists, it does not seem neces¬ 
sary to remove the whole of the proximal and distal portions of the 
clot. 

(12) The presence of secondary foci of septic infection does not 
preclude the possibility of recovery, provided the further supply of 
septic emboli be stopped. 

(13) However advisable it may seem to ligature the internal 
jugular vein beyond the limit of the thrombus, and perhaps to remove 
its proximal part, there is no evidence to show that the complete 
removal of the distal portion of the clot is necessary, or that leaving 
it produced any effect that was prejudicial to the health of the 
patient. 

(14) In spite of the variations in the activity and character of 
the conditions which result from septic infection of the lateral sinus, 
it would seem that the most scientific and most certain measure to 
adopt in every case is, after performing antrectomy, which is a neces¬ 
sary antecedent of every o]>eration of this sort, ligaturing the internal 
jugular vein, and clearing out the extradural abscess, to remove as 
much as possible of the proximal portion of the clot, then the whole 
of the distal portion, or, if there be no thrombosis, to slit up the 
sinus beyond the limits of the abscess wall and plug it with gauze and 
iodoform.—The British Medical Journal , September 9, 1893. 


GENITO-URINARY ORGANS. 

I. Catheterization of the Male Ureters. By James 
Brown (Baltimore). Though catheterization of the ureters for the 
purpose of determining the working capacity, or the existence of the 
opposite kidney, the cases in which nephrectomy for suppurative dis¬ 
ease, or what not, is contemplated, has for some time past been suc¬ 
cessfully practised in the female, this procedure in the male has, up 
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to the present time, been attended with so much difficulty and uncer¬ 
tainty, not to say danger, that it is scarcely ever resorted to. The 
importance of ascertaining the functional capacity of the kidney to 
be left, in cases in which the removal of its fellow is contemplated, 
is self-evident, and the best means we could possibly possess of so 
doing would be to procure and submit to chemical and microscopical 
examination a sample of its secretion, unmixed with that of its fellow, 
is equally apparent. None of the methods heretofore devised for this 
purpose have proved satisfactory in the male, so that in reaching a 
conclusion respecting this important question prior to performing 
nephrectomy, we have been forced to rely on the characters of the 
urine as a whole, together with the other symptoms. 

Though this is the first time, so far as we know, that the ureters 
in the male have been catheterized by the method which will be pres¬ 
ently described, it is to Dr. Brenner, as will at once appear, the chief 
credit is due. In December, t888. Dr. Brenner, of Vienna, devised 
a modification of the Nitze-l.eiter cystoscope, the one that is used 
for examining the trigone and posterior wall of the bladder, whereby 
the fluid in the bladder could be changed without removing the cys- 
tosco|>e. It consisted of a small tube incorporated with the shaft of 
the instrument at its lower part. The tube is two millimetres in 
diameter. It terminates just below the window, and toward the eye¬ 
piece it is prolonged with a curve downward separately from the shaft 
for a distance of about four centimetres. Subsequently, by passing a 
fine catheter through this canula, Dr. Brenner attempted to cathe- 
terize the ureters. He succeeded in one female case, but failed in 
the male subject. 

The instrument employed by Dr. Brown is essentially that of 
Dr. Brenner, the only modification consisting of a stylet terminating 
in a slight spring which, being introduced into the catheter, gives it 
a slight curve for a distance of about three centimeters at its tip. 
The method of procedure is as follows : The cystoscope having been 
passed into the bladder, which had best contain when possible 200 
cubic centimetres of fluid, the stvlet is withdrawn from the canula 
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and replaced by the catheter armed with its stylet. This is passed as 
far as the inner opening of the canula, but should not at this stage 
lie carried farther. The ureteral orifice of the supposed sound side is 
now searched for, and when found the catheter is directed into it, 
the stylet having been withdrawn before it is pased beyond the inner 
opening of the canula. The curve given by the spring-stylet to the 
catheter enables the operator, by rotating the part projecting outside 
between the thumb and index-finger, to direct its point when free in 
the cavity of the bladder upward, downward, or to either side. If the 
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passed through the canula. 

/)’. Catheter with stylet introduced; catheter 1inches in length. 

C. Spring-stylet. 

stylet is left in the catheter when not in use, it may be removed before 
passing the catheter into the canula, for the curve thus given its tip 
will be resumed as soon as it reaches the cavity of the bladder. The 
catheter is passed through the canula much more easily without than 
with the stylet. The point of the catheter soon becomes visible after 
leaving the canula at its inner orifice. The posture of the patient is 
important; the pelvis and thighs should be raised on an incline of 
about thirty-five degrees, the shoulders and head low. This throws 
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the abdominal viscera toward the thorax and thus prevents the respi¬ 
ratory movements from being communicated to the bladder; the 
ureteral orifices will also present more favorably in this than in the 
horizontal position, By this means Dr. Brown has successfully cathe- 
terized the ureters of two male subjects, and, it should be added, 
without the slightest difficulty in either case. Both suffered from 
double chronic pyelitis without any vesical involvement, as was clearly 
shown by the cystoscopic appearances of the mucous lining of the 
bladder. In the first case, which was catheterized on the 9th of June, 
1893, no anaesthetic was used, as the man suffered from partial antes- 
thesia of the bladder and urethra, as well as of the lower extremities, 
due to the effects of an injury to the spinal cord received six years 
before; while in the second the only anesthetic employed was two 
cubic centimetres of a 3 per cent, solution of cocaine injected into 
the deep urethra Both these cases were examined at the Johns Hop¬ 
kins Hospital, and were witnessed by at least ten medical gentlemen 
connected with that institution. All of them stated that they could 
clearly see the catheter entering the ureteral orifice, and the ridge 
formed by it passing obliquely through the vesical walls was also 
plainly visible, the catheter being passed from eight to nine centime¬ 
tres into the ureter. The manner in which the urine issued from the 
catheter was interesting to note—five, six or seven drops would come 
and then there would be a pause of several seconds duration, when 
several drops woidd again come in quick succession, to be followed 
by a pause as before. It seemed as if a certain amount of urine would 
collect in the ureter above the catheter, when by stimulating the mus¬ 
cular walls of this tube to contraction it would be forced out through 
the eye of the catheter, which being laterally placed about 1.5 centi¬ 
metre from its tip, would be naturally occluded by the walls of the 
tube during the intervals of contraction. 

How often we will be able to catheterize the ureters in the male 
subject by this means experience alone will determine. The condi¬ 
tions requisite for a satisfactory cystoscopic examination are of course 
essential, and any marked intravesical enlargement of the prostate is 
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an insuperable bar. In other words, the conditions most likely to 
interfere with its accomplishment are those in which it is least re¬ 
quired, for, under these circumstances, the disease above, if any exist, 
is almost invariably bilateral, whereas in the early stage of primary 
disease of the upper urinary tract, the class of cases in which it will 
find its chief value, the obstacles are usually absent. 

Besides the two cases above mentioned, the experience of the 
author embraces one other only. In this case he was not successful ; 
no anesthetic was used, and the mere presence of the cystoscopic 
tube in the urethra and bladder produced so much pain that he did 
not persist in the attempt. No attempt was afterwards made under 
anesthesia, inasmuch as without it the diagnosis was sufficiently clear. 

In the female this method promises, for obvious reasons, even 
oetter results than in the male. Its advantages over, the method of 
I’awlik are, that it is done with the aid of sight, and by means of a 
soft pliable catheter instead of a hard metallic one .—-Johns Ifopkins 
Hospital Bulletin, September, 1893. 


GYNAECOLOGICAL. 

I. Hysterectomy for Cancer of the Cervix by Com¬ 
bined Abdominal and Vaginal Dissection. By M. H. 

Richardson, M.D. (Boston). The advantages of the vaginal 
hysterectomy lie chiefly in drainage. 

By the suprapubic operation, in the Trendelenburg posture, one 
is able to determine the condition of the broad ligaments, to recog¬ 
nize a hopeless metastasis, and to dissect with precision. The slight 
dangers of this method are more than balanced by the thorough 
knowledge which may be obtained of the nature and extent of the 
disease. In cases evidently hopeless the abdomen can be closed and 
a palliative operation by the vagina substituted. But if, by abdomi¬ 
nal exploration, no contra-indications to a complete hysterectomy- 
are found, one may proceed with much greater safety, and more 
thoroughly remove the diseased uterus and appendages. Trom 
the pathological standpoint, therefore, the abdominal route is prefera- 
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ble, because not only the uterus and the cervix may be removed, but 
the broad ligaments and the structures contained within their folds 
can be included. 

From the standpoint of the anatomist this operation is much 
preferable to the vaginal method. With the patient in the Trendel¬ 
enburg position a clean dissection with the knife or scissors may be 
made as far as the vaginal attachment. Starting at the pelvic brim, 
the structures may be successfully tied and cut until the cervix is 
approached, when by careful manipulations the ureter may be brought 
into view. The dissection from this point may be carried on as 
intelligently as a dissection of the common carotid. The ureters on 
either side may be brought into view, held out of the way by an 
assistant, and the vaginal attachment severed. The uterine arteries 
can be found by their pulsation, and tied, As the vaginal attach¬ 
ment is approached, however, it is very hard to tell just the limits of 
the disease. Up to this point the operation may be performed 
with great ease and with perfect safety. Separation of the vaginal 
attachments on all sides must now be made with great care if one 
would avoid wounding the rectum, the bladder and the ureters. 
During the prolonged manipulations necessary to avoid these errors, 
a considerable risk of a serious septic infection is run. It is to avoid 
these difficulties and dangers that the combined vaginal and abdom¬ 
inal dissection is advocated. 

By the combined abdominal and vaginal operation the uterus 
may be delivered either through the abdomen or through the vagina. 
It makes little difference, however, which way is selected, because, 
having separated carefully the cervical attachments of the vagina 
below, the completion of the operation by the abdominal route is 
rapid, and the peritoneum runs little if any more danger of infection 
than by the vaginal route alone. 

The method advocated as the safest and most rational procedure 
for the radical excision of uterine cancer is first to separate by clean 
incision the diseased cervix from the vaginal mucous membrane by as 
broad a margin as possible without wounding the rectum, bladder or 
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ureters. The incision should be carried through the mucous mem¬ 
brane until the areolar tissue is reached; then dissection should be 
carried on by the finger or by some blunt instrument until the peri¬ 
toneum is reached, care being taken not to open the peritoneal 
cavity. It is, of course, necessary previously to have disinfected as 
far as possible the cancerous ulcerations. The hands should now be 
thoroughly sterilized, and the abdominal incision made with a second 
set of instruments. Having separated the broad ligaments and 
isolated the ureters, the vaginal with the abdominal incision may be 
rapidly connected. The uterus may be delivered through the vagina 
or through the abdominal wound. If the mass is too large easily to 
be delivered by the vagina, the abdominal route should be chosen ; 
not that it makes any great difference where the exposure is so brief, 
especially if the intestines, in the Trendelenburg position, are abun¬ 
dantly protected by sterile gauze. After removal of the uterus the 
folds of the peritoneum may be united by continuous suture, or a 
gauze drain may be provided through the vagina. 

In clean hysterectomies a continuous suture should be applied ; 
in septic operations a free dependent drainage should be provided by 
leaving a gauze drain in the vagina. 

The prognosis as to recurrence in even the most radical opera¬ 
tion upon a cancerous cervix is bad; for, under the most favorable 
circumstances, the margin of healthy tissues seems utterly inade¬ 
quate. A small cancerous nodide in the centre of a large breast 
demands excision of the whole organ, and even then recurrence is 
the rule. An infiltrating epithelioma of the lip requires in its proper 
removal the broadest possible margin of healthy tissue; and if that 
margin is a close one we look upon recurrence as almost certain. 

In uterine cancer, therefore, the prognosis is necessarily bad if 
there is any extra-cervical infiltration whatever; and while under 
these circumstances hysterectomy is justifiable, its performance 
cannot be strongly urged. If the vaginal disease is extensive only 
local palliative operations, performed extra-peritoneally, are justifia¬ 
ble .—Boston Medical and Surgical Journal, November 2, 1893. 



